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paraplegia and cognitive deficits and the patient was discharged in
good conditions on postoperative day 13.
Discussion
The multiple pathology in this patient including aortic arch aneurysm,
chronic dissection of a distal aortic ascending aneurysm and a rupture
of the enlarged descending aorta twenty-six years after traumatic type
A aortic dissection with surgical aortic valve repair and proximal
ascending aortic replacement posed a tactical and surgical challenge.
We decided to replace the entire aorta including the distal ascending
aorta, aortic arch and the thoracoabdominal descending aorta in one
session 1,2. Therefore, the patient underwent a single-stage procedure
through a thoracoabdominal approach combined with left thoracot-
omy. In hypothermia we used selective cerebral perfusion and ab-
dominal organ perfusion for organ protection 3. The patient was
discharged without neurological deficits or signs for malperfusion
with good liver and kidney function and went back to normal life. The
postoperative computed tomography (Figure 2) showed a satisfactory
result of the entire aorta after the approach that is described in this
report as a useful treatment alternative in patients with these rare
combination of diagnoses.
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Transient electrocardiographic changes are common aftercoronary artery bypass surgery and might represent coro-nary artery or graft vasospasm. The vasospasm oftenresolves spontaneously or with vasodilators. On rare
occasion, however, severe vasospasm persists and might lead to
catastrophic events.
From June 1995 through August 2005, 677 off-pump coronary
artery bypass grafting (OPCABG) operations were performed in
our institution. Two (0.3%) of these patients had persistent vaso-
spasm.
Clinical Summaries
PATIENT 1. A 65-year-old man with a history of stable angina
was found to have normal right coronary artery and severe left
anterior descending artery (LAD) and left circumflex coronary
artery stenoses. OPCABG was performed through a median ster-
notomy. Snaring of the coronary arteries proximal to anastomosis
was done with 3-0 Prolene sutures with Teflon pledgets. An
Octopus stabilizer (Medtronic Inc, Minneapolis, Minn) was used.
The left internal thoracic artery (LITA) was anastomosed to the
LAD, and a saphenous vein graft was anastomosed to the obtuse
marginal artery. Two hours after the operation, the patient expe-
rienced ischemia in the inferior leads and was started on glyceryl
trinitrate (GTN) infusion. An angiogram demonstrated complete
occlusion of the right coronary artery, with normal blood flow in
other coronary arteries and both grafts. Intracoronary injection of
GTN (500 g) and verapamil (250 g) promptly relieved the
vasospasm. On postoperative day 1, however, he experienced
ischemia of the anterior left ventricular wall, despite continuous
infusions of GTN and verapamil. Repeat angiography demon-
strated vasospasm that now involved the LITA and the LAD
(Figure 1, A). Intracoronary injection of GTN (500 g), verapamil
(250 g), and papaverine (30 mg) failed to relieve the spasm. An
intra-aortic balloon pump (IABP) was placed. Balloon angioplasty
of the spastic segment was performed, but the effect was short
lasting, and vasospasm recurred a few minutes later with ongoing
myocardial ischemia. A sirolimus coated Cypher stent (Cordis
Corp, Miami Beach, Fla) was placed into the spastic segment of
the distal LITA extending through the anastomosis into the LAD
(Figure 1, B). The patient was discharged home on postoperative
day 19.
PATIENT 2. An 84-year-old woman presented with unstable
angina and underwent OPCABG with a sequential LITA graft to
the diagonal and LAD coronary arteries. Because of postoperative
myocardial ischemia, GTN infusion was started, and an IABP was
From the Department of Cardiothoracic Surgery, Sir Charles Gairdner
Hospital, Perth, WA, Australia.
Received for publication Aug 31, 2005; accepted for publication Sept 14,
2005.
Address for reprints: Pankaj Saxena, Department of Cardiothoracic Sur-
gery, Sir Charles Gairdner Hospital, Hospital Avenue, Perth, WA, 6009,
Australia (E-mail: drpankajsaxena@hotmail.com).
J Thorac Cardiovasc Surg 2006;131:237-8
0022-5223/$32.00
Copyright © 2006 by The American Association for Thoracic Surgery
doi:10.1016/j.jtcvs.2005.09.021
Brief Communications
The Journal of Thoracic and Cardiovascular Surgery ● Volume 131, Number 1 237
inserted. The coronary angiogram demonstrated severe spasm in
the segment of the LITA between the diagonal and the LAD
anastomosis. The spasm was relieved by means of intracoronary
injection of papaverine. We have previously reported this patient
in detail.1
On the basis of electrocardiographic findings and cardiac en-
zyme levels, there was no evidence of postoperative myocardial
infarction in either patient. Both patients were discharged home on
calcium channel blockers and -blockers and remained free of
angina at 3 months’ (patient 1) and 2 years’ (patient 2) follow-up.
Discussion
Persistent coronary artery or graft vasospasm presents a challeng-
ing problem that requires immediate and aggressive management.
Once postoperative vasospasm is suspected clinically, a prompt
coronary angiography should be performed to confirm the diagno-
sis and to prevent irreversible myocardial damage.
Systemic GTN and IABP is generally effective in patients with
ongoing myocardial ischemia; however, both might not be effec-
tive in severe vasospasm.2 In fact, vasospasm and myocardial
ischemia persisted in both of our patients, despite systemic GTN
administration and IABP support. Likewise, neither GTN nor
IABP relieved persistent coronary and graft vasospasm in the
patient reported by Döpfmer and coworkers3 after on-pump coro-
nary artery bypass surgery. Their patient required a left ventricular
assist device.
The incidence of perioperative coronary artery spasm causing
hemodynamic collapse after coronary artery bypass grafting
(CABG) with cardiopulmonary bypass was reported to be approx-
imately 1%,2 but the incidence of persistent coronary spasm in
OPCABG has not been previously reported. The incidence of
persistent coronary vasospasm was 0.3% in our institution. On
review of the English-language literature, we found only a few
case reports with postoperative coronary spasm in off-pump cor-
onary surgery.4,5 We have previously managed persistent vaso-
spasm using intraluminal injection of papaverine.1 In the patient
described herein, however, the vasospasm persisted despite direct
intraluminal injection of the vasodilators and necessitated stenting.
In summary, prompt diagnosis and an aggressive approach is
required for the management of this rare and difficult problem.
Coronary artery and graft stenting might provide an effective
treatment should other options fail.
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Figure 1. Coronary angiogram before (A) and after (B)
stenting of the LITA-to-LAD anastomosis.
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